Life as a medical registrar presents many challenges and concern is growing that a downwards trend in recruitment to General Medicine is the direct result of a perception by junior doctors that the role of the medical registrar is excessively demanding and results in poor work-life balance. A solutionfocused approach (SFA) can be used successfully to fi nd a satisfying outcome for both registrar and patient in many of the situations encountered during an on-call, as well as carrying over benefi ts into life outside of work. We explore the origins of SFA and the ways in which it can be successfully applied to clinical medicine, providing case studies from the author's own experience to illustrate the principles of this way of thinking.
ABSTRACT
What is a solution-focused approach?
'Solution-focused brief therapy' was a concept developed in the 1980s by a group of psychotherapists based in Milwaukee, Wisconsin, USA. 4 Since then it has evolved further and become widely used throughout North America, Europe and Asia. 5 It stemmed from the idea that a positive focus on existing strengths in order to fi nd solutions was more effi cient than lengthy analysis of defi cits and problems, as had been the case with traditional psychotherapy. 6 Since then it has gained popularity in many settings, including business and education, and the most recent systematic qualitative review 7 has shown signifi cantly positive benefi ts across a number of fi elds including adult mental health, occupational health, and health and ageing. Of particular interest to hospital clinicians today are the promising results seen in chronic disease groups, including those with diabetes, 8 Crohn's disease 9 and dementia. 10 As the evidence base has grown, so too has the number of comprehensive handbooks providing greater explanatory depth and conversation transcripts, to which we would direct interested readers. 11, 12 In Table 1 there is a summary of key techniques 6 that can be used in clinical medicine, grouped loosely by principle. The baseline assumption is that the answer lies with the patient and so the role of the clinician is to facilitate this, offering medicine as a tool to support the patient in achieving his or her desired goal.
How does a solution-focused approach work in clinical medicine?
'Remember the doughnut' is an easy way to visualise and understand the solution-focused approach. This reminds us to focus on what is current rather than looking at defi cits, eg the 'hole'. Instead of getting stuck on insolvable problems or treatment failures, attention is redirected to positive elements of the situation and their further development. This promotes a greater feeling of control for the patient because the subtle shift in attitude allows them to make constructive behavioural change with self-perpetuating positive feedback. A patient's 'best hopes' may not align with those of the doctor responsible for his or her management, and there may be friction due to differing views on what the priorities of treatment should be. This can lead to signifi cant anxiety and a challenge to the confi dence of both patient and doctor. Establishing patient preference has been proposed by the King's Fund as a fundamental principle that should guide future strategic development within the NHS, with the potential to ensure truly patient-centred care, as well as greater satisfaction for clinicians and fi nancial savings due to more effi cient delivery. 13 Presenting medicine as a means of helping the patient achieve a 'preferred future' allows a successful compromise to be reached, and is more likely to result in a plan that is genuinely patient centred. Investigations and treatment options then become tools with which to support the patients' 'best hopes' and gain their buy-in to the medical management plan. By rephrasing information in this way, SFA can be utilised in a brief focused intervention, as well as during a period of continuity where a longer-term relationship is established. In the latter situation, SFA can be used to shape behaviour and build on achievements over time; when used briefl y it can act as a pivot to shift the focus towards a desirable short-term outcome. The case examples described here are taken from personal experience of using SFA in a variety of hospital settings.
Case 1: The unrealistic demanding husband
Continuation; listening with a constructive ear; redefining stability as change Mr A is an irate husband, demanding to know why more is not being done to help his wife. He spends every day at her bedside, continuing the care for which he has taken sole responsibility since her diagnosis with a progressive terminal neurological disease. The weekend on-call medical registrar arrives after an urgent bleep to fi nd Mr A pacing up and down the ward, even more upset after the nurses explained that she has developed another aspiration pneumonia and deteriorated signifi cantly overnight. Mrs A now has Cheyne-Stokes respiration and is unresponsive to voice, so there is an urgency to help her husband understand that she is dying if there is to be a hope of achieving a peaceful and dignifi ed death. 'You can't let her die… Why have they let her get this bad? You've got to do something. ' Resisting an instinctive explanation of all the clinical treatment so far and why she has failed to respond, the medical registrar takes a mental step back to look at the bigger picture. A simple acknowledgement, 'Mr A, you've been fighting for her for so long haven't you …', shifts the focus of the conversation with immediate effect as the doughnut comes into view: his fierce advocacy for his wife. Mr A stops pacing and sits down. His countenance goes from anger to grief, as he describes how much he loves her (the doughnut again), that he knows she has had enough and he can't bear to see her like this. In less than 90 seconds he has shifted from 'you've got to save her' to 'this is what she wants'.
The conversation that had at first seemed impossible then happens naturally, and end-of-life care can be discussed: 'You know what's important to her … how can we keep her comfortable and dignified in her last hours? These are some of the things she might need … what do you think she would want?' 
Professional attitudes
Listen with a constructive ear Notice good intentions and effective use of resources Redefine stability as change Identify the skills active when adapting to remain stable in a difficult situation
Assume that you do not know Avoid making assumptions and let the patient find the answer Predict that positive change will happen Reinforce by using 'when' rather than 'if', or 'will' rather than 'might'
Case 2: The self-discharger
Identifying pre-encounter change; listening with a constructive ear; assuming that you do not know; the coping question; predicting positive change Miss B is threatening to self-discharge from the medical assessment unit after waiting three hours without being seen. She has been rude to nursing staff and is demanding to see a doctor. The temptation to say 'Fine, let her go, one less to see' is strong. Instead the medical registrar opens a two-minute interaction with 'As you've made the effort to get here, let's see what we can do for you before you have to leave' (the doughnut) and books a chest radiograph. Once she is positively engaged, it is easy to ask later 'How did you manage to get here today with two young children?', and her frustration becomes understandable when she explains that she has left them with a friend in order to attend hospital; a brief admission is clearly her best hope for the immediate future. She goes on to give a social history of childhood abuse, absent family support and a strong desire to do the best for her children. By the time she has been assessed and discharged with appropriate follow-up, rapport and trust have been established that will hopefully promote similar positive engagement in the future. Miss B receives the care that she deserves and the interaction is considerably more satisfying on both sides than it initially promised to be.
Case 3: The patient with unexplained fatigue
The coping question; the continuation question; listening with a constructive ear; the miracle question; predicting positive change Mrs C is 89 and attends general medical clinic with her 90-yearold husband. Her GP describes persistent fatigue and dyspnoea but cardiorespiratory examination is unremarkable, and her case notes already contain normal echo, chest radiograph and other results. On questioning she describes chronic severe back pain on any movement; an MRI of the spine last month showed marked degenerative change. She complains bitterly about being housebound due to pain, lists all the things that she can no longer do and the many futile previous appointments with various healthcare professionals. She expresses particular frustration at the failure of several treatments due to unpleasant side effects, stating that she sees no point in trying anything else. 'How have you coped up until now?' (looking for the doughnut) and 'What is a good day like?' are questions that bring about a grudging admission that she can help her husband do the dishes and other small tasks (there is the doughnut). 'If we could make everything better, what would you want to be doing?' follows on easily from this and establishes that she would like to go to church and the theatre again: these are her hopes for the future. Her manner gradually changes as she begins to ask questions and eventually even makes suggestions herself. After a full assessment and discussion of options, offering medicine as a tool that will help get her back to church and theatre going, she agrees with conviction to try a new regimen of simple analgesia and laxative cover. Mrs C asks for written instructions of how to start and alter this plan depending on response. She walks out of hospital with a smile and a word of thanks to the relieved medical registrar.
Case 4: The patient refusing NIV
Assume that you don't know; listening with a constructive ear -noticing good use of resources; predicting positive change; continuation of positive behaviour Mrs D has been admitted to the accident and emergency department (A&E) after her neighbour called an ambulance. She is acutely breathless due to an exacerbation of her chronic obstructive pulmonary disease (COPD), and blood gases after initial treatment have shown type 2 respiratory failure requiring non-invasive ventilation (NIV). However, she is refusing any further treatment and asking to go home, despite being told by A&E staff of the serious nature of her condition and that she could rapidly deteriorate further. The medical registrar is called down to decide what should happen next.
It quickly becomes evident from talking to her that she understands the risks of refusing treatment, but the medical registrar feels that it would be wrong to accept this decision without further attempts to persuade her to accept the potentially life-saving treatment. A quick appraisal of what is known so far indicates that Mrs D is a fi ercely independent woman, accustomed to looking after herself and not a usual attender at hospital. The medical registrar affi rms Mrs D's need to protect her independence and acknowledges the frightening prospect of a hospital admission: 'You were brave in calling for help … it must be especially hard when you are used to looking after yourself.' This opens up a route to the doughnut, which in this case is the very fact that she is currently in hospital and can be looked after: 'I am going to help you get back to your own home and be independent again as soon as possible.' Her positive response to this allows the medical registrar to explain the actions that can be taken to improve her breathing in order to move towards this -using medicine to help achieve her preferred future. Breaking it down into smaller steps makes the situation more manageable for both parties and so compromise is reached: Mrs D agrees to be transferred to the ward for nebulisers and steroids, and for her clinical response to this to be reassessed in an hour before further treatment is chosen.
Solution-focused approach for personal use
It can be easy to miss the doughnut altogether and focus on the 'hole' of unmanageable workload, never-ending training requirements and negative effects on one's personal life that are associated with this stage in a hospital medical career. Looking for existing strengths and building on these is a simple strategy to shape more productive behaviour and reduce energy spent in negative thought and behaviour patterns. It is an especially useful coping mechanism when feeling overwhelmed and short of time, encouraging a shift from a focus on problems to a focus on opportunities.
Case 5: The weekend on call Avoiding assumptions; notice exceptions; do something different; continuation of positive behaviour Friday morning looms. Three long days ahead of constant interruptions, hassle from bed managers and an inevitable afternoon pile-up of medical admissions. The core medical trainee (CMT) doctor working lacks confi dence, often seeking reassurance and generally needing more supervision with management plans. Driving to work, the medical registrar contemplates why some weekends on call are less onerous than others, and what makes them more enjoyable (here comes the doughnut). A game plan takes shape in the registrar's mind, including proactive discussions about patients rather than waiting to be called, organising the team to take a break together later in the day and promising at the outset to complete at least one workplace-based assessment for everyone each day.
These prove surprisingly easy to achieve and result in a much better team dynamic than during previous weekends. The CMT doctor becomes more relaxed and articulate by the end of the day, contrary to the usual effect of 13 hours on call. The medical registrar attributes this to establishing more open and relaxed communication; a later conversation reinforces this when the CMT doctor describes how she had felt intimidated by the registrar's perceived superior knowledge. This provides an opening to share experiences of feeling out of depth, further encouraging her to confi de her own gaps in knowledge, and resulting in a constructive workplace-based assessment with an action plan of targeted reading, as well as discussion about the human factors involved in performing well during an on-call.
Conclusion
Identifying best hopes for the future, establishing current strengths and then building on these are the cornerstones to a solution-focused approach. This is one way of fi nding a path through challenging doctor-patient interactions that can lead to a more rewarding experience as a medical registrar. ■
